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12/8/86332
Outcome of atrial fibrillation after mitral valve
repair
To the Editor:
The article by Obadia and associates1 in the August
1997 issue of this Journal evaluates some of the factors
that influence the return to sinus rhythm (SR) from
preoperative atrial fibrillation (AF) after mitral valve
repair. I shall only be referring to those patients whom the
authors have called the permanent fibrillation group
(about 70% of their patients with AF). Duration of AF
was the most important factor identified, being more
predictive than left atrial diameter. Although this is widely
acknowledged to be the case, another prognostic factor
that helps to identify patients whose rhythm is likely to
revert to SR, and possibly continue in SR in the late
postoperative period, is the outcome of primary cardio-
version intraoperatively.
I would like to share our experience with patients in AF
undergoing mitral valve replacement (MVR), which we
published some years back2 and believe is equally perti-
nent in mitral valve repair.
In all patients with AF who were undergoing MVR, we
tried intraoperative direct-current cardioversion (primary
cardioversion) soon after separation from cardiopulmo-
nary bypass. Synchronized shocks of 10 to 50 joules were
delivered to the heart, and attempts were made to capture
the SR, if present, on biatrial pacing. Pacing was contin-
ued for 48 to 72 hours after the operation if this primary
cardioversion was successful. Logically, such patients
(group A) would be in a superior hemodynamic state
in the critical postoperative period in the intensive care
unit than those whose rhythm did not convert to SR
(group B). All discharged patients of group B, and those
of group A whose rhythm reverted to AF after only a few
days of SR, were called back for a secondary cardioversion
after varying intervals in the postoperative follow-up. We
studied 75 such patients prospectively over a 4-year pe-
riod.
We observed that the results of secondary cardioversion
were much better in group A patients (80.9% immediate
conversion to SR) than in group B (36.4% conversion to
SR). Also, at the end of 1 year, 55.5% of group A patients
and only 19.3% in group B were still in SR. The most
likely candidate for a successful cardioversion in our study
was a patient with a duration of AF less than 2 years and
in whom it was possible to convert to SR at the time of the
operation. On the basis of these conclusions, we recom-
mended that all patients in AF undergoing MVR should
have an electric cardioversion during the operation. If
successful, SR should be maintained by atrial pacing for
48 to 72 hours for a smoother immediate postoperative
recovery. When discharged patients in AF are called in for
a secondary cardioversion, success is more likely if the
response to primary cardioversion was positive, even if the
SR did not last long.
Anoop K. Ganjoo, MCh, DNB, FIACS
Specialist, Cardiothoracic Surgery
St. Stephen’s Hospital
Tis Hazari
Delhi 110054 India
R E F E R E N C E S
1. Obadia JF, Farra ME, Bastien OH, Lie`vre M, Martelloni Y,
Chassignolle JF. Outcome of atrial fibrillation after mitral
valve repair. J Thorac Cardiovasc Surg 1997;114:179-85.
2. Ganjoo AK, Kaul U, Iyer KS, Das B, Rao IM, Kumar AS, et
al. Direct current cardioversion for atrial fibrillation after
mitral valve replacement. Ind Heart J 1987;39:312-7.
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Single or bilateral lung transplantation for
chronic obstructive pulmonary disease
To the Editor:
We read with interest the article by Bavaria and col-
leagues1 concerning bilateral (BLT) versus single (SLT)
lung transplantation for chronic obstructive pulmonary
disease (COPD) and would like to make the following
comments:
The primary indication for transplantation in COPD is
to relieve the patient’s symptoms, not to improve longev-
ity. It is therefore difficult to justify the use of a pair of
lungs in patients with COPD when there is an ever-
increasing and obligatory need for BLT in patients with
cystic fibrosis.
We believe it is difficult to draw any comparison,
because the groups differed demographically.
The mean ages of the two groups differed substantially,
the BLT recipients being significantly younger (48.8 vs
55.3 years, p , 0.001). More than half of the BLT
recipients were men, compared with less than a third of
the SLT recipients (58.6% vs 27.7%: p 5 0.007). There is
sufficient data to show that patients less than 50 years of
age have a significantly improved life expectancy and that
being male gives one a better chance of survival than
being female.2 Finally, we were surprised that the authors
could “favorably compare” their 28.3% 1-year mortality
for the SLT recipients to the Washington University figure
of 10.3%.3 Indeed, survival figures from the Heart and
Lung Transplant Registry indicate 1-year mortality for
SLT and BLT to be 19.81% and 17.96%, respectively (p .
0.05).2
Although we entirely agree that BLT would result in
better pulmonary function, quality of life, and life expect-
ancy, it is hard to justify the practice of BLT in patients
with COPD, and confusion may occur when such figures
are quoted without comparing two demographically sim-
ilar groups.
Catherine D. Sudarshan, FRCS
Stephen C. Clark, FRCS
John H. Dark, FRCS
Department of Cardiopulmonary Transplantation,
Freeman Hospital
Newcastle upon Tyne NE7 7DN, United Kingdom
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12/8/87045
Calcified left ventricular thrombus causing
repeated retinal arterial emboli
To the Editor:
A calcified thrombus as a pedicled, elongated mass in
the left ventricle is indeed a rarity, but the report by
Morales and associates (J Thorac Cardiovasc Surg 1997;
114:491-2) is not the first, as the authors suggest. A similar
case, also including echocardiographic demonstration,
was reported in 1981 in a 27-year-old man with retinal
arterial emboli.1
John H. M. Austin, MD
Professor of Radiology
Columbia-Presbyterian Medical Center
New York, NY 10032-3784
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Minimally invasive coronary artery surgery
To the Editor:
My colleagues and I enjoyed the editorial, “Minimally
Invasive Coronary Artery Surgery—A Word of Caution”
(J Thorac Cardiovasc Surg 1997;114:419-20) and have
voiced similar concerns.1 We agree wholeheartedly with
the authors that accurate anastomosis and long-term
patency are critical for the success of minimally invasive
coronary artery surgery.
Professor Reardon had concerns about teaching the
technique to residents. We have developed some tech-
niques to facilitate the teaching of minimally invasive
surgery that might be helpful to Professor Reardon and
his colleagues and to others in a similar situation.
Trainees should probably start with redo bypass surgery
to the left anterior descending or diagonal coronary
artery. In this situation, the adhesions from previous
operations hold the target area steady, and the use of a
platform (United States Surgical Corporation, Norwalk,
Conn.) adds to the stability so that the target area of the
coronary artery literally does not move. It is as stationary
as the coronary artery in conventional coronary artery
surgery.
Placing a coronary artery perfusion cannula inside the
lumen of the coronary artery after arteriotomy ensures
that there is no ischemia in the area of the myocardium
perfused by the coronary artery. Thus hypotension and
arrhythmias are not a problem. The cannula consists of a
2 mm olive-tipped DLP arteriography catheter (DPL Inc.,
Walker, Mich.) attached to a 30-inch B-D (Franklin
Lakes, N.J.) roentgenography set tubing which is, in turn,
attached to the Luer side port on a femoral artery DLP
cannula.2 Long-term studies have shown no evidence of
trauma to the coronary arteries cannulated in this way. 3
The suturing can then proceed at a leisurely pace with
each suture precisely placed and corrections made if
necessary. Another advantage of the cannula is that the
placement of the critical sutures at the apex of the
arteriotomy is facilitated by gentle sideways traction on
the perfusion cannula. The presence of the cannula also
prevents errors, such as inadvertently catching the back
wall or the other side of the artery with the needle.
Prolene snares (Ethicon, Inc., Somerville, N.J.) around
the coronary artery and the use of a carbon dioxide blower
ensure a totally bloodless field with identical working
conditions to those of conventional coronary bypass sur-
gery.
It is probably best if the trainee starts by suturing
saphenous vein to the coronary artery and bringing the
vein up to the subclavian or axillary artery as the inflow
vessel.4 The vein is more forgiving than the internal
thoracic artery, and segments of vein are easier to swing
around from side to side and maneuver so as to ensure
accurate suturing on the medial side of the anastomosis.
The vein length should be assessed carefully to avoid the
risk of stretching or avulsion when the patient coughs in
the postoperative period. This measurement should be
made with the lung fully expanded and with the pericar-
dial traction sutures relaxed.
The use of a thoracoscopy camera held by a nurse a few
inches from the anastomosis enables faculty to watch the
suturing on the screen and monitor the placement of every
suture and record it for critical analysis afterward. Intra-
operative arteriograms can be used to document the status
of the anastomosis between the saphenous vein and the
coronary artery. Intraoperative flow probes are useful to
demonstrate good graft function after completion of the
anastomosis of the vein to the subclavian or axillary artery.
We agree with Professor Reardon that minimally inva-
sive coronary artery surgery is not necessarily something
that all community surgeons might want to undertake. In
our community, two surgeons have concentrated on min-
imally invasive techniques, and it is probably better pres-
ently if one or two surgeons in a group are delegated to
being the “minimally invasive surgeons.”
Alan Coulson, MD, PhD
Cardiovascular and Thoracic Surgery
Linacia Building
420 West Acacia St., Suite 12
Stockton, CA 95203
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